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MPHRAIM McDOWELL* 
EpwArpD JELKs, M.D., 
Jacksonville. 

Thirty-three years before Crawford W. Long 
first used ether for inhalation anesthesia, and 
more than half a century prior to the work of 
Lister on antiseptic surgery, the first ovarian 
tumor was removed. The surgeon was Ephraim 
McDowell ; the patient was Jane Todd Crawford. 

The operation was performed Sunday, Decem- 
ber 13, 1809. 
Kentucky town, Danville, of three -hundred in- 
habitants, was astir with interest in what was 


This memorable morning the little 


going to happen that day; for it had been noised 
abroad that an important experiment was to be 
undertaken by Dr. McDowell. Tradition even 
has it that about his home had gathered a large 
crowd whose expressed sentiment was that the 
doctor would be punished should harm come to 


*Biographical .sketch read before the Duval County 
Medical Society, December 3, 1929, when Dr. Edward 
Jelks, the retiring president, presented to the Society a 
gavel made of wood taken from the house in which Dr. 
McDowell’s epochal operation was performed. 





her upon whom the operation was to be per- 
formed. ‘There was no lack of confidence in Dr. 
McDowell, 


fourteen years, and had performed many of the 


for he had practiced in Danville 
usual and accepted operations of his day, such as 
lithotomy, amputation, etc.; but to attempt the 
removal of a large abdominal tumor seemed to 
be overstepping the boundaries which should 
mark the limits of surgery. Hardly fifteen years 
previously, Dr. McDowell had been taught in 
Edinborough, Scotland, by the Scotch surgeon, 
John Bell, that the removal of a large ovarian 
cyst was impossible, and its attempt meant death 
for the patient. The only hope for a woman with 
a pelvic tumor was that its growth would not 
overtake her. She must endure the discomfort, 
the digestive disturbances, and constipation which 
such a growth caused, and hope not to succumb 
to “locked bowels,” circulatory breakdown, or 
other complications. Such was the tragic pros- 
pect before December 13, 1809, but on that day 
hope was born not only to those with pelvic 


tumors, but also to the thousands who would 
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House in which Dr. McDowell performed the first ovariotomy. 


suffer or die from abdominal pathology, which 
now can be corrected by surgical therapy. Little 
did he, who announced to the eager crowd the 
successful completion of the operation by Dr. 
McDowell, realize that he was announcing the 
birth of abdominal surgery. 

Let us read Dr. McDowell’s modest report of 
this famous operation : 

“In December, 1809, I was called to see a Mrs. 
Crawford, who had for several months thought 
herself pregnant. * * * Upon examination, per 
vaginam, I found nothing in the uterus, which 
induced the conclusion that it must be an enlarged 
ovarium. Having never seen so large a substance 
extracted nor heard of an attempt or success at- 
tending any operation such as this required, I 
gave to the unhappy woman information of her 
dangerous situation. She appeared willing to 
undergo an experiment, which I promised to per- 
form if she would come to Danville (the town 
where I live), a distance of sixty miles from her 
place of residence. This appeared almost imprac- 
ticable by any, even the most favorable convey- 
ance, though she performed the journey in a few 
days on horseback. With the assistance of my 
nephew and colleague, James McDowell, M.D., * 
commenced the operation, which was concluded 


as follows: Having placed her on a table of the 
ordinary height, on her back, and removed all 
her dressing which might in any way impede the 
operation, I made an incision about three inches 
from the musculus rectus abdominis, on the left 
side, continuing the same nine inches in length. 
parallel with the fibres of the above named 
muscle, extending into the cavity of the abdomen, 
the parietes of which were a good deal contused, 
which we ascribed to the resting of the tumor on 
the horn of the saddle during her journey. The 
tumor then appeared full in view, but was so 
large that we could not take it away entire. We 
put a strong ligature around the Fallopian tube 
near the uterus, and then cut open the tumor, 
which was the ovarian and fimbrious part of the 
Fallopian tube very much enlarged. We took out 
fifteen pounds of a dirty, gelatinous-looking sub- 
stance, after which we cut through the Fallopian 
tube and extracted the sack, which weighed seven 
pounds and one-half. As soon as the external 
opening was made the intestines rushed out upon 
the table, and so completely was the abdomen 
filled by the tumor that they could not be replaced 
during the operation, which was terminated in 
about twenty-five minutes. We then turned her 
upon her left side, so as to permit the blood to 
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escape, after which we closed the external open- 
ing with the interrupted suture, leaving out, at 
the lower end of the incision, the ligature which 
surrounded the Fallopion tube * * * In five days 
I visited her, and much to my astonishment found 
her engaged in making up her bed. I gave her 
particular caution for the future, and in twenty- 
five days she returned home as she came, in good 
health, which she continues to enjoy.” 

Dr. Ephraim McDowell was born in Rock- 
bridge County, Virginia, November 11, 1771. 
When he was twelve years old his father moved 
to Kentucky where Ephraim spent his boyhood 
days and received an education at Transylvania 
Seminary in Danville. After serving two years’ 
apprenticeship to Dr. Alexander Humphreys of 
Staunton, Virginia, he spent two years in Edin- 
borough where he came under the tutorage of the 
renowned Bell brothers. Upon returning home 
he opened his office in Danville. By December 
13, 1809, he had gained a wide reputation as 
physician, but a greater one as surgeon. At the 
time of his death, June 20, 1830, he had per- 
formed abdominal sections for removal of tumors 
eight times with only one death. He had also 
performed many operations for conditions that 
in his day were usually treated by surgery. The 
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nobleness of his ideals, and the high respect he 
held for his calling are shown in his wish con- 
cerning the type of surgeon who will perform his 
operations. He wrote: 

“It is my most ardent wish that this operation 
may remain, to the mechanical surgeon, forever 
incomprehensible. Such, have been the bane of 
the science; intruding themselves into the ranks 
of the profession, with no other qualification but 
boldness in undertaking, ignorance of their re- 
sponsibility, and indifference to the lives of their 
patients ; proceeding according to the special dic- 
tates of some author as mechanical as them- 
selves, they cut and tear with fearless indiffer- 
ence, utterly incapable of exercising any judg- 
ment of their own in cases of emergency; and 
sometimes, without possessing even the slightest 
knowledge of the anatomy of the parts con- 
cerned.” 

The house in which the first ovariotomy was 
performed stands today in Danville, Kentucky. 
It passed out of the family years ago, and for a 
long while was occupied by negroes. ‘The build- 
ing is made up of two divisions; the main part a 
two-story wood structure and two brick shed 
wings. Perhaps the house was built at different 
times. We know that for a while Dr. McDow- 
ell’s office was located in the front room on the 
right, and later in the wing opening into this. 
Some ten years ago when the house was going 
through its period of greatest dilapidation, when 
there was a leaky roof, many vacant window 
panes, and the weather was wearing away the 
structure, a Danville inhabitant secured a piece 
of crumbling window sill. About two years ago 
she gave this scrap of wood to me. From it I have 
made a gavel. It gives me great pleasure to pre- 
sent it to this Society. 

Mr. President, my sincere hope is that you and 
others who will hold your position of honor, may, 
with this gavel, open more and more successful 
meetings of the Duval County Medical Society. 


ACUTE PURULENT OTITIS MEDIA IN 
CHILDREN* 
N. Wortu Gasie, M.D., 
St. Petersburg. 





The preservation of the special senses, espe- 
cially those of seeing and hearing. is secondary in 
importance only to the saving of the life of the 
individual. Infections of the eye, easily seen and 


*Read before the Pinellas County Medical Society, St. 
Petersburg, November 1, 1929. 
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often alarming both to the physician and to the 
parents, usually receive the attention their im- 
portance warrants. Infections of the ear, often 
insidious in onset and free from systemic mani- 
festations, frequently fail to receive the consid- 
eration their seriousness deserves. This is amply 
borne out by the large number of adults encoun- 
tered who are deaf or nearly so as a result of ear 
infections dating from childhood. It is only at 
a later stage of life, when the impaired hearing is 
an economic or social handicap and the damage to 
hearing is irretrievable, that a persistent effort is 
made to cure the discharge. In frequency of 
occurrence, acute purulent otitis media forms the 
third great group of children’s ailments. Involve- 
ments of the respiratory tract—colds, acute ade- 
noiditis and pharyngitis, bronchites, and pneu- 
monias—form the first group; intestinal upsets 
the second group, and ear infections the third 
group. As all the acute infectious diseases of 
children, together with the ordinary colds, list 
acute purulent otitis media as complications, it is 
most essential that each physician who is called 
upon to treat these little patients should be able 
to diagnose the condition and intelligently direct 
its treatment. It is the aim and object of this 
paper to contribute something to this end. 
Etiology.—Acute purulent otitis media in chil- 
dren is practically always secondary to a naso- 
pharyngitis. A very large majority of the chil- 
dren that suffer from running ears are also suf- 
ferers from adenoids, and are temporarily or 
permanently mouth breathers. The extension 
from the pharynx to the middle ear occurs in two 
ways. In the ordinary “colds” of children the 
adenoids are swollen and interfere with breath- 
ing and drainage from the epipharyngeal space. 
As the child lies on its back the secretions from 
the nose collect in the epipharynx and are added 
to the secretions of the pharynx itself. In the act 
of swallowing, coughing, or gagging, there is a 
violent contraction of the pharyngeal constrictors, 
together with the palatoglossus, palatopharyngeus 
and levator palati muscles, causing a reduction in 
size of the epipharyngeal or postnasal space and 
the opening of the eustachian tubes. By this 
means contaminated secretions are forced from 
the epipharynx into the middle ear. This infec- 
tious material initiates an inflammatory process, 
and as this is established in the middle ear the 
mucous membrane becomes swollen and con- 
gested, and the otitic end of the eustachian tube 
is occluded, resulting in a closed abscess cavity. 


In other instances of inflammation of the 
mucous membrane of the nose and throat the 
infection is severe from the start, and there is a 
rapid spread of the inflammatory process by 
lateral extension along the pharyngeal and nasal 
mucous membrane to neighboring structures. In 
this process of lateral extension the eustachia! 
tubes participate and the infection is thus carried 
into the middle ear. These are the cases, of 
course, that give the more violent symptoms. 
And they are also, in my opinion, the cases that 
respond more rapidly to treatment, in that they 
are recognized and receive treatment at an earlier 
stage. From this class, also, are the cases that 
go on to rapid mastoid infection, in spite of the 
most careful treatment. 

In such systemic infections as typhoid fever 
and lobar pneumonia, proved to be primary bac- 
teriemias, there may be a true hemogenic implan- 
tation of the infecting organisms. This may be 
true also of infections of unknown nature, such 
as influenza. However, such a method of initiat- 
ing an acute purulent otitis media is not proved. 
In scarlet fever and measles, infections of unde- 
termined nature, the path of extensions to the 
middle ear is not known. ‘The otitis media may 
be due to the specific organism, whatever that 
may prove to be, responsible for the condition. 
As a streptococcal pharyngitis is a prominent 
symptom of both of these conditions, however, I 
am of the opinion that the ear infection is of a 
streptococcal nature, and that the involvement is 
by direct extension. 

Bacteriology.—It is now generally conceded 
that the micro-organisms almost invariably find 
their way into the tympanic space through the 
eustachian tube. The character of the invading 
organism and its virulence are potent factors in 
determining the clinical picture; this together 
with variations in degree of the resisting power 
of individuals explains the difference in the 
course and termination «f the attacks. In one 
case resolution will follow incision aud drainage 
of the middle ear, while in a second case cure is 
not effected until the mastoid process is opened. 

Secendary infections occasionally enter the 
tympanic cavity through a perforation in the 
drumhead, and many observers contend that a 
tuberculous invasion may also enter the tym- 
panic cavity by way of the lymph channels aad 


the blood-streams. 
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The organisms most commonly found are the 
streptococcus, pneumococcus, pyogenic staphylo- 
coccus, Friedlander’s bacillus, tubercle bacillus, 
diphtheria bacillus, and influenza bacillus. 

Diagnosis —There is but one method of detect- 


ing all cases of acute purulent otitis media in 





babies and small children in the early stages 
that is, a direct inspection of the tympanic mem- 
brane. In no other way can the changes in the 
contour and color of the drum and auditory canal 
be appraised at their true value. Aside from the 
redness and bulging of the drum membrane in 
acute purulent middle ear infections, there may 
not be pain in the infected ear, and the symptom 
of the localization of pain in children is easily 
overlooked or misinterpreted. In addition to the 
pain in the middle ear, there may sometimes be a 
slight pain in the tragus on pressure. Likewise, 
there may also be pain over the mastoid, especial- 
ly at the tip, in the early stages of the infection. 
Fever may or may not be present as an accom- 
paniment of acute ear infections. If fever is 
already present, as it usually is prior to the puru- 
lent invasion, its significance in a child in the 
midst of or recovering from a cold, measles, scar- 
let fever, or other acute infection, is difficult of 
interpretation. It must be remembered also that 
simple pharyngitis in children may give a tem- 
perature of 102° or 103° with no other involve- 
ment. In some cases these children look septic 
to a degree difficult to explain in the absence of 
a careful ear examination, but this is not a con- 
stant symptom. In some rare cases, where the 
eustachian tube remains open, pus may be pres- 
ent in the middle ear without bulging of the drum 
membranes. Such cases present extreme diffi- 
culties of diagnosis, and sometimes leave otolo- 
gists in doubt as to the actual condition present. 
At a later stage of the infection there is a dis- 
charge from the infected ear, and the diagnosis 
is established. But the condition should not be 
allowed to progress to that extent where anyone 
can make the diagnosis from a dirty pillow. Of 
the four cardinal symptoms of acute purulent 
otitis media, pain, fever, discharge and bulging 
of the drum membrane, only the last is constantly 
present and unmistakable in its interpretation. 
The extend of the change in the fundus of the 
canal varies from simple “Bellying or Balloon- 


ing” of the membrana tympani to a collapse of 
the superior canal wall, with a pushing outward 
of the membrane to such an extent as to obliterate 
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the fundus landmarks, or even to render it doubt- 


ful where fundus and canal wall join each other. 
But the question is not so much one of extent of 
the changes in contour as it is one of whether 
such changes are present. 

Prophylaxis —There is only one important 
item in the prophylaxis of acute purulent otitis 
media in children: Adenoids must be removed 
from all children who show any tendency to 
mouth breathing when asleep, and from all chil- 
dren subject to recurrent colds. Even in the 
absence of these symptoms, if a digital examina- 
tion of the ephipharyngeal space reveals the pres- 
ence of adenoids in excessive amount, they should 
be removed. Mother and nurse must be repeat- 
edly queried as to whether the child sleeps with 
its mouth open. Too much stress cannot be laid 
on this one condition. If the child’s whole post- 
nasal space is filled with adenoid tissue, or nearly 
filled, it will, with the slightest pharyngeal con- 
gestion, “catch a cold,” and run the risk of having 
this cold extend to the middle ear through the 
eustachian tube. In the few cases in which nasal 
obstructions occur in children this must be re- 
‘running 


lieved. If the child continues to have a 
nose” after a complete adenectomy in competent 
hands, then the question of an ethmoidal infec- 
tion must be considered, and, if present, must 
Nasal 


sinus infection in children is rare, as all the 


receive the proper operative treatment. 


sinuses are rudimentary in character at the ages 
under discussion. In addition to removing ade- 
noids and nasal obstruction and infection when 
present, that series of precautions calculated to 
prevent children from taking colds should be 
instituted. if anvone knows what will accomplish 
that result. 

Course and Prognosis—The course of acute 
purulent otitis media may take one of three gen- 
eral variations. ‘These, in the order of their de- 
sirability, are as follows: First, an uncomplicated 
progress to a cure. Second, there may be the 
development of a mastoiditis, with operation and 
recovery. Third, and most undesirable, the ear 
may become a case of chronic purulent otitis 
media, with the accompanying loss of hearing. 
If the disease is terminated without undue delay, 
and the drum membrane is returned to normal, 
there will be no effect on the patient’s hearing, 
which will return to the normal for that indi- 
vidual, that is, to his normal of before the attack. 
If the process involves the mastoid bone, with 
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destruction of its cellular structure, and a proper 
mastoid operation is performed, with recovery 
without undue prolongation of the middle ear 
infection, then the hearing should still be returned 
to the condition in which it was before the ear 
became involved. If the mastoid operation is 
incomplete, and the middle ear infection con- 
tinues for an undue time after the operation, 
with the formation of granulations in the middle 
ear and attic and the ultimate existence of scar 
tissue after healing has occurred, then the hear- 
ing will not return to normal. If the existence 
of the mastoid involvement is overlooked, then 
the patient is liable to the complications of a neg- 
lected mastoiditis—brain abscess, meningitis, 
sinus thrombosis, and septicemia. A discussion 
of these, however, is beyond the proper limits of 
this paper, and more properly comes under the 
discussion of mastoiditis. 

In those neglected or improperly treated cases 
of acute purulent otitis media that are allowed to 
become chronic the amount of useful hearing 
that remains to the patient is problematical, but 
will be slight. In addition to this loss of hearing, 
the patient rests under such a load of danger to 
his life that he is not usually accepted as a risk 
by life insurance companies until he has under- 
gone a successful radical mastoid operation. 
Aside from this danger to life in chronic purulent 
otitis media, the care of such an ear is a burden 
to the patient, and he is, in many instances, ob- 
noxious to those associated with him because of 
the disagreeable odor to the discharge from the 
ear. 

Treatment.—Once a purulent condition has 
established itself in the middle ear of a child, no 
time should be lost in making a wide opening 
through the drum membrane. This should be 
done under a general anesthesia, unless the puru- 
lent condition has supervened on a severe lung 
involvement. In that case the physician in charge 
must judge whether the shock of opening the 
drum without anesthesia will be more injurious 
to the patient. 

The choice of the anesthetic to be used must 
be left to the physician who is going to admin- 
ister it, if he is at all experienced. Ethyl chloride 
in experienced hands—(Gwathmey has now de- 
clared it safe, New York Medical Journal, June 
19, 1920)—is an ideal anesthetic for these short 
operations. The patients go under quickly, re- 
main under lightly, and come out quickly, and 


there is a minimum of post-anesthetic nausea. 
Also, there is less stimulation of the secretions 
than with almost any other anesthetic. If an 
inexperienced anesthetist must be accepted, the 
following would seem to be a safe rule: In chil- 
dren under six months, a few drops of chloro- 
form on a handkerchief, with careful watching 
and prepared to change to ether on the slightest 
indication. From six months to two years, ether 
is safe and the primary anesthetic stage gives 
ample time to do a double myringotomy, so that 
there is but little nausea in most cases. From 
two years up, when the respiratory muscles have 
sufficiently developed for rebreathing, nitrous 
oxide alone or combined with oxygen is a very 
satisfactory anesthetic. However, this requires 
more apparatus than is usually available. 

The incision is curved, paralleling the posterior 
periphery of the drumhead. This severs both the 
radiating and the circular fibres in the drum and 
tends to cause the incised wound to gap and thus 
favors drainage of the tympanic cavity. Care 
should be exercised that the knife blade does not 
impinge upon the ossicles, and the entire proce- 
dure must be characterized by gentleness. Ex- 
perience has shown that in these cases the drum- 
head is often very thick, and therefore the inci- 
sion must be made long enough to cause a gaping 
wound. In children the horizontal slant of the 
drum may cause the inexperienced to either miss 
it altogether, or only make a slight incision be- 
cause the lower parts are missed by the knife; 
therefore, the blade must be introduced sufficient- 
ly deep to incise the entire extent. 

Having established free drainage through the 
drum membrane, the treatment divides itself into 
two categories, that directed to the nasopharyn- 
geal space, whence the infection originates and 
the source from which it is maintained, and that 
directed toward the relief of the purulent condi- 
tion in the middle ear itself. Babies and small 
children cannot be taught to gargle, and besides 
a gargle does not reach the spot that is maintain- 
ing the infection—the adenoids. For this reason 
I am accustomed to instruct the mother or nurse 
to place the child on its back and allow about a 
medicine dropper full of some antiseptic solution 
to flow through the nose into the post-nasal space. 
This should be done every two hours, at the same 
time the ear is irrigated. For this purpose there 
is nothing superior to Dobell’s solution, or this 
may be diluted with an equal amount of physio- 
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logical saline. It will also improve the action 
somewhat if enough adrenalin chloride is added 
to make a strength of 1-10,000. The alkali in 
Dobell’s solution helps to dissolve the mucus 
from the nose and throat, and carbolic acid acts 
as an antiseptic and astringent, the adrenalin 
helps in contracting the tissues and improving 
the drainage ; the whole hastens the return of the 
nose and throat to a condition of health—other- 
wise it cures the “cold.” As the nasal discharge 
lessens it is sometimes advisable to substitute 
argyrol or some other astringent antiseptic for 
the Dobell’s solution used in the nose. If the 
pharynx, including the tonsillar region, shows 
much inflammation, this treatment of the nose 
can be supplemented by swabbing the throat. 
This is conveniently done by wrapping a piece of 
gauze or other soft cloth about the finger and 
moistening it with Dobell’s solution and swab- 
bing the pharynx thoroughly. 

As the amount of discharge from the middle 
ear lessens, the intervals between the irrigations 
should be lengthened until the ear is irrigated 
three times a day. This number of irrigations 
should be continued until an inspection of the 
ear reveals a drum membrane so far restored to 
normal that the incision is healed and the land- 
marks restored. 

In uncomplicated cases the child should be kept 
quiet in the house, while in severe cases the pa- 
tient should be put to bed and given a light diet. 
The bowels should be kept freely open with some 
mild laxative. Broken doses of calomel in 1/6- 
1/10 gr. is my choice. 

Douching the ear every hour or two with warm 
boric acid solution often gives relief. I am in 
the habit of following up these douches with an 
installation of a solution of: camphor, menthol, 
phenol aa gr X, glycerin adqs ozs 1. 

This seems to lessen the pain considerably, the 
glycerin being isotonic absorbs some of the fluids 
from surrounding tissue and relieves congestion ; 
the camphor, menthol and phenol being slightly 
anesthetic and germicidal. All applications to the 
ear should be warm. The above mentioned solu- 
tion is valuable in cases when there is congestion 
in the drum with a reddened malleus, but there 
is no evidence of pus or fluid back of the drum. 
Of course this treatment is carried out only when 
the drum is not bulging or there is no evidence 
of pus in the middle ear. 

If the skin becomes irritated and eczematous 


under the irrigations with water and the antisep- 
tic drops long continued, it should be protected 
by applying some ointment with a vaseline base 
each time before the irrigations are to be carried 
out. Borated vaseline or boric ointment are as 
good for this purpose as anything else. Unless 
the child is in the hospital or under the care of a 
very competent nurse with special ear training, I 
am of the opinion that gauze wicks placed in the 
ear are of little value. The wick becomes foul 
and defeats the very purpose for which it was 
used—the rapid carrying away of the pus. Also 
the changing of a wick requires the most deft 
manipulations to prevent traumatism, thus giving 
the added risk of furuncle formation. But the 
real danger of using gauze wicks in the canal of 
a child is the failure on the part of the parents to 
carry out instructions. Each otologist sees cases 
in which a gauze wick has been placed in the 
canal in a case of purulent otitis media, and the 
patient has shown in the office of another otolo- 
gist days or weeks later, perhaps with a developed 
mastoiditis. 

The time required to effect a cure varies widely 
with different patients, but perhaps between one 
and six weeks will be a safe limit as to time re- 
quirements. It is necessary, however, to fix men- 
tally a definite time limit for the treatment of a 
case of acute purulent otitis media in a child, 
and beyond this the discharge must not be al- 
lowed to drag along. I am accustomed to place 
this time limit at between three and four weeks’ 
time, depending on the physical condition and 
progress of the individual patient. If at the end 
of this time the discharge does not give very 
definite indications of ceasing, it becomes neces- 
sary to consider more vigorous methods of treat- 
ment. The first of these is the removal of the 
adenoids. 

If the adenoids are removed and the discharge 
threatens to become chronic, it becomes necessary 
to consider the advisability of performing a mas- 
toid operation, even in the absence of positive 
symptoms of mastoid involvement. Under no 
consideration must an acute ear be allowed to 
become chronic. A healed mastoid wound with 
good hearing is preferable to a chronic running 
ear and the loss of hearing. If the infection has 
so far involved the antrum that the discharge 
does not yield to the usual forms of treatment, 
then the preservation of the hearing is so impor- 
tant as to justify this further step. 
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OSTEOMYELITIS* 
DiaGNosis AND NEWER MeEtTuops oF TREAT- 
MENT. 
Dona.p T. Bascock, M.D., 
Miami. 

In presenting this subject, about which much 
has been written and regarding which probably 
there is more of divided opinion than any other 
destructive bone lesion, I wish to bring out a few 
fundamental principles which, if followed out, 
have been shown to yield very gratifying results. 

Osteomyelitis is an acute suppurative inflam- 
mation of the bone, always due to infection of 
the bone marrow by pyogenic-organisms. 
ETIoLocy. 

(a) Direct causes—Some pyogenic micro- 

organisms. 

1. Staphylococcus pyogenes aureus the 
most common and produces the most 
typical and extensive bone destruction. 


2. Staphylococcus albus and citreus next. 
3. Streptococcus in a few cases. 

4. Pneumococcus. 

5. Bacillus typhosus. 


Whatever the nature of the infectious agent, it 
can usually be isolated in pure culture. In the 
chronic cases we sometimes get several micro- 
organisms such as pyocyanens, B coli, etc. 

(b) Prepisposinc Causes. 

1. Adolescence. The incomplete develop- 
ment of bones is probably a contribut- 
ing cause of the incidence of 50% of 
the cases between thirteen and seven- 
teen years of age, usually boys. 


bo 


Exhaustion and exposure. 

3. Trauma with or without demonstrable 
injury to the overlying skin. 

4. Infectious diseases, as measles, scarlet 

fever, smallpox and typhoid fever. 

Compound fractures. 

(c) Meruops oF INFECTION. 

Secondary to other pyogenic lesions, 

e. g. furuncle, paronychia, ulcer, etc. 

2. Respiratory tract, pneumonia, pleurisy 


wal 


— 


or empyema. 
3. Intestinal tract, e. g. typhoid. 
Primary infection, when it is impos- 
sible to demonstrate the portal of entry 
of the infectious agent. 
LocaTION. 

The site of election is the diaphysis near the 
epiphyseal line. This is contra-distinction to 
tuberculous bone lesions which usually originate 
in the epiphysis. 


*Read before the DeSoto-Hardee-Highlands County 
Medical Society, Sebring, August 13, 1929. 


Chronic focal osteomyelitis of the upper or 
lower ends of the tibia is known as “Brodie’s 
Abscess” and was first described by Sir Benjamin 
Brodie in 1832. The tibia ranks first as the 
commonest of sites of osteomyelitis, and trauma 
probably has a large part here as the shin is sub- 
jected to injury probably more than any other 
bone in the body. The femur and humerus are 
next, but any bone may become invaded, includ- 
ing the phalanges or flat bones. 

PATHOLOGY. 

The primary focus is in the bone marrow, the 
cortex and trabecula being involved secondarily. 

The portion of the diaphysis near the epiphy- 
seal line is the point of election. The epiphysis is 
rarely attacked, but when invaded, extension to 
the neighboring joints occur early. 

Soluble toxins are produced by the bacterial 
growth and cause necrosis of the marrow cells, 
and we often find a gelatinous mass in the mar- 
row before marked purulent infiltration. The 
marrow when seen early is gelatinous and hyper- 
emic, and on microscopical section it appears 
mottled with yellowish or greenish foci of suppu- 
ration and also reddened areas of injection or 
hemorrhages. 

Bone abscesses are present but small in size, 
and among all of this we see some small areas 
of normal marrow. 

Subperiosteal abscesses will appear early by 
extension of the process through the Haversian 
canals of the cortex, and the periosteum may be 
elevated over a large area. Later on we get a 
subcutaneous inflammation and superficial ab- 
scess formation. 

As the process progresses, the whole medullary 
cavity is invaded and sequestra are formed by 
the process attacking the cortex. 

The march of pus in an untreated case sweeps 
through the medullary cavity like wild fire and 
it is not unusual to see the whole medullary cav- 
ity filled with pus within seventy-two hours from 
the onset. 

Because of the impermeability of the cortex 
and rapid extension of the process through the 
marrow, there is a great absorption into the blood 
and lymph streams, causing the high fever of a 
severe toxemia which, if not evacuated, may lead 
to a general septicemia. 

REPAIR. 

Repair takes place by natural processes in the 
event of spontaneous evacuation of the abscess, 
or as the result of operation. 

I will not go into a discussion of the histolog- 
ical changes in the process of repair, but will 
quote Dr. Lawton Thornton in his article, Treat- 
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ment of Osteomyelitis” in the April, 1927, issue 
of the Journal of Bone and Joint Surgery. 

“The life history of bone cells and natural pro- 
cesses of repair become of special interest to one 
who intends to treat osteomyelitis. The early 
changes which occur in bone in acute osteomye- 
litis are not revealed by roentgenograms, but a 
microscopical study shows both destructive and 
productive processes taking place. 

“In the diseased cortex and medulla we see dead 
and dying bone cells in large areas, surrounded 
by bacteria and leucocytes. The same bacteria 
and toxins which have destroyed the deeper bone 
cells are here stimulating the production of new 
bone. The same factor which produced the 
sequestrum by destroying the life of the bone, 
causes the periosteum to generate involucrum. 

“A cross-section of the subperiosteal area shows 
budding capillaries growing from the detached 
periosteum toward the diseased cortex. New 
bone cells are seen everywhere among the loops 
of minute blood vessels. Bacteria and leucocytes 
are seen in great numbers in this new granulation 
tissue. A section through a similar area at a late 
date would show the sosteo-blasts have taken 
possession of this subperiosteal area, and con- 
verted it into new bone. This young bone is first 
seen in its cartilaginous state, but as lime salts 
are deposited, it soon resembles the new bone of 
callus formation in fractures. Bacteria and leu- 
cocytes are eliminated and after a time it becomes 
healthy bone. In the early stages of the disease, 
drainage by incision is an emergency measure 
and the more quickly drainage of the medullary 
cavity is established, the less extensive the de- 
struction and less the prostration of the patient.” 
SyMPTOMS AND PHysICAL SIGNS: 

1. Pain is the usual symptom of onset. Sud- 
den, local, severe and throbbing, and is referred 
to the shaft of the bone usually near the epiphy- 
seal line. It is increased by faint percussion of 
the bone or by continued pressure. 

2. Swelling. This may come very early, and 
skin over affected area may be reddened and pit 
on pressure. May get no swelling, however, if 
pus has not broken through the cortex. 

3. Joint tenderness. Heat, swelling and ten- 
derness of the joint nearest the lesion is due to 
the edema of inflammation rather than to direct 
joint infection. 


4. Fever. Usually 103 to 104 accompanies 
onset of pain. 
5. Pulse. 120 to 140 is usual. 


6. Toxemia. The patient looks sick. As a 
result of absorption we get the usual picture of a 
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severe toxemia. The face is flushed and delirium 


is sometimes seen. 

7. Abscesses (of soft part or a sub-periosteal 
abscess) are the rule. 

8. Sinuses, lead directly to necrotic bone and 
are usually actively discharging pus. 

9. Hyperleukocytesis is incidental to suppura- 
tion and is usually very high. 

DIFFERENTIAL DIAGNOSIS. 

The above train of symptoms is usually the 
rule, and ought to render some mistakes uncom- 
mon. The following affections may in some cases 
cause confusion. 

1. Acute early joint tuberculosis. There is 
swelling, abscess and sinus formation about the 
joint. It begins in the epiphysis, (osteomyelitis 
in diaphysis). It is insidious onset, (osteo- 
myelitis is acute). Pain and _ constitutional 
Slight 
X-ray 
(shows destruction later). Spontaneous separa- 


symptoms late, (early in osteomyelitis ). 
or moderate p. m. temperature only. 
tion of epiphysis uncommon. (Common in os- 
teomyelitis ). 

2. Acute articular rheumatism. Here we have 
pain, swelling, redness and local heat, fever, rapid 
pulse and local tenderness confined to the joint. 
There is an absence of bone tenderness. Usually 
poly-articular. Severity of infection is less. 

3. Gonorrheal rheumatism. Severe early acute 
symptoms. Absence-of bone tenderness. History 
of gonorrheal infection. Isolation of organisms 
from joint. X-ray, joint symptoms. 

4. Typhoid fever. Severe typhoid state. Dulled 

mentally causing local pain to be unnoticed. Local 
symptoms may be absent. X-ray. Positive 
widal. 
(Very rare in U. S.). 
Persistent discharging sinus. Local pain with 
or without healing. Insidious. 
common. ‘Toxemia not severe. X-ray. 

6. Actinomycosis. Persistent discharging 
sinus. Absence of local signs of severe inflam- 
mation. Identification of the X-ray fungus. 
Toxemia not severe. X-ray. 

7. Epidermoid cancer. Persistent swelling and 
Severe local in- 


5. Bone tuberculosis. 


Swelling not 


discharging local sinus rare. 
flammation. ‘Toxemia absent. Patient above 40 
years old. X-ray. 
TREATMENT. 

(a) Types of Cases. The cases coming in for 
treatment are of two general types. 

1. Cases of massive infectious osteomyelitis 
(or the acute cases) in which the first considera- 
tion is to establish prompt and efficient drainage. 
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2. Cases in which there is a localized osteo- 
myelitis, which is usually chronic and which re- 
quires drainage of the pus pockets and removal 
of sequestra. 

(b) Treatment in general will be considered 
under three headings. 


1. Abortive. 
2. Curative for drainage and removal of se- 
questrum. 


3. Reparative or reconstructive. 
ABORTIVE TREATMENT. 

If a case is seen early enough, say within the 
first forty-eight hours, multiple large drill holes 
may be made through the cortex and allow the 
pus to escape, and drainage of the marrow cavity 
may serve to abort the infection of the entire 
marrow and prevent necrosis of bone or reduce 
it toa minimum. This was John B. Murphy’s 
favorite way of treating the acute cases, but it 
has fallen into disuse, in general, in favor of re- 
moval of a large area of cortex and opening wide 
the medullary cavity to allow real free drainage. 
However it is worth while to use in the very acute 
cases, as it is better than nothing at all, and pre- 
vents the formation of sequestra. 

CurRATIVE TREATMENT. 

Treatment of the acute stage. In this stage the 
surgeon is confronted with the active infection 
and necrosis and suppuration. The primary con- 
sideration is immediate drainage and evacuation 
of pus as in any other pyogenic process. For 
quick and effective entrance to marrow canal, the 
author has found the Albee motor driven instru- 
ment superior to any hand tools. Multiple large 
drill holes are made in the affected area through 
the cortex into medulla. If pus is revealed 
through these holes, which should be for a dis- 
tance above and below the affected area, a trough 
is made with the twin motor driven saw through 
the cortex into the medullary cavity. This open- 
ing should be enlarged until no more pus is re- 
vealed. If motor driven instrument cannot be 
had, this can be done with a gouge, or a chisel 
and mallet, a gutter being made up and down 
the bone until no more pus is encountered. The 
ends of the longitudinal cuts are now cut cross- 
wise and the coxtex between the cuts is pried off 
with a chisel. Cureting of the marrow should be 
avoided as we wish to save as much of the endos- 
tium as possible for reparative osteo-genesis. If 
the epiphysis is involved it should be opened over 
a part of its cortex as the diaphysis, but the 
epiphyseal line should be avoided. If the neigh- 
boring joint is involved it should be incised, irri- 


gated and drained. The entire wound produced 
by the operation is left open and thoroughly 
packed with vaselined gauze from the bottom of 
the medullary canal to the skin margin, and effi- 
cient drainage of the bone is maintained until the 
periostium has produced a thick involucrum (as 
indicated by X-rays). The procedure in the 
chronic cases is the same as the acute, only with 
the removal of sequestrum which readily shows 
up in the marrow cavity after the cortex above it 
has been removed. It is advisable to do these 
operations under a tourniquet when possible, as 
a clear field is necessary for good work. 

All sinuses should have a flexible probe run 
down to the depth of them, and then the cortex 
is chiseled away down to the end of the probe. 
In this way we eliminate all small pockets which 
may cause trouble later. An incomplete opera- 
tion is a useless one and means persistence of the 
disease. When a complete operation is done a 
permanent result may be expected. It is abso- 
lutely essential that all bone sinuses be elim- 
inated, regardless of the amount of good bone 
that has to be sacrificed, because an infected 
penetrating bone sinus will not remain healed 
unless the source has been eradicated. Deep cav- 
ities must be made shallow and the bone every- 
where should be made smooth. If in removal of 
a large amount of bone through operation there 
is danger of the bone being weakened to the point 
of danger of fracture, a plaster cast should be 
applied. Absolute fixation of the part is neces- 
sary for success, whether a splint or plaster cast 
is used. 

REPARATIVE TREATMENT. 

In certain cases where all or part of the shaft 
of a bone has been destroyed by osteomyelitis, 
reconstructive methods are necessary. The tibia 
is the bone most adapted for this purpose and 
also the humerus and femur. In the case of old 
chronic osteomyelitis of long standing where 
bone destruction has been extensive, a radical 
operation is done in which all dead bone, sinuses 
and sequestrum are removed. The raw surfaces 
are allowed to granulate in and all infection is 
cleared up. Six to eight months after the wound 
has healed and it has been made certain that no 
infectious process remains by physical and X-ray 
examinations, a bone graft may be done by 
freshening up the ends of the old fragments and 
transplanting a large, strong, healthy bone graft 
containing all bone layers, into the two ends of 
the affected bone. Numerous cases of this kind 
have been done with very gratifying results, 
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the tibial transplant, that is from one tibia to 
the other, probably being the most successful, and 
rendering an otherwise useless extremity, useful. 
Great care must be taken in this type of work, 
however, as it is absolutely necessary to have the 
field of operation sterile before doing the trans- 
plant. 
SUMMARY. 

1. Early drainage of the medullary canal is 
an emergency measure. 

2. Early diagnosis saves the patient time as 
well as the operator. 

3. Removal of the focus of infection in an 
acute case will prevent a chronic case, with all its 
complications. 

4. Complete eradication of all sequestra and 
sinuses is necessary for the best results. 

5. Incomplete operations are useless. 

6. Periodic post-operative X-ray examinations 
of affected bone. 

7. General condition of patient must be built 
up to the highest degree for the best results. 





DIFFERENTIAL DIAGNOSIS OF 
ABDOMINAL LESIONS* 
HerMAN Watson, M.D., 
Lakeland. 

In choosing “Differential Diagnosis of Abdom- 
inal Lesions” for my subject, I was not unaware 
of the fact that in the time allotted it would be 
impossible to go into details, but I do hope to 
bring to you some points, not only of general 
interest, but of more or less importance in mak- 
ing a diagnosis of the very many conditions that 
produce these more or less obscure abdominal 
pains. In dealing with the subject, I shall enum- 
erate them in the order of frequency, placing first 
appendicitis ; second,—and in this some may dis- 
agree with me—lesions of the kidney and ureter ; 
third, gall-bladder and bile ducts ; fourth, female 
genitalia; fifth, stomach and duodenum; sixth, 
lesions of the intestinal tract, covering such things 
as tumors, diverticula, adhesions, etc.; next in 
order, the pancreas, the liver, such as abscess and 
gumma ; and the spleen. 

In considering abdominal pains, it is well to 
take into consideration the character of the pain, 
remembering that “colicky pain” is spasmodic in 
character and due to distension of the hollow 
viscera, therefore we should expect to find the 
lesion in the gall-bladder, appendix, gastrointes- 
tinal tract, kidney and ureter, or fallopian tubes ; 





*Read before the Midland Medical Society, Plant City, 
October, 1929. 
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while pain which is constant in character is due 
to an offended peritoneum. Pain in the kidney, 
ureter, or fallopian tubes may be more or less 
constant due to the fact that peristalsis is not 
marked in these organs. 

We should also take into consideration the 
lesions which are most likely to occur at certain 
ages. For instance, if our patient is a young 
man with a pain in his abdomen, we would not 
expect to find either gall-stones or gastric or 
duodenal ulcer, but would remember that in this 
type of patient the appendix is by far the most 
frequent offending member. Suppose, however, 
that our patient is a female in the thirties, who 
has borne several children, and has a high abdom- 
inal pain. We should suspect a lesion of the 
biliary tract in this type of patient. Again, if the 
patient is a man in the early thirties with pain in 
his upper right quadrant, we would remember 
that in this type of patient we frequently have to 
deal with gastric or duodenal ulcer. If our pa- 
tient is past sixty, with rather obscure pain in 
abdomen, with attacks of colic and marked peri- 
stalsis, we might expect to find circular carcinoma 
of the colon. 

Careful history should be obtained in all our 
cases, inquiring if this is the first attack and the 
nature and duration of previous attacks ; the first 
symptom of this attack, whether the pain is the 
first symptom, as is-the case in appendicitis, or if 
it is a later symptom, and whether it is colicky or 
constant in character. 

We do not believe that the term chronic appen- 
dicitis should ever be used, but prefer to use the 
terms—acute appendicitis, recurring appendicitis, 
or appendicitis dormant. We should hesitate to 
operate on anyone for appendicitis whose history 
does not reveal one or more acute attacks, even 
though mild, which may have been called indiges- 
tion. It is certainly not gratifying, and is some- 
times embarrassing, to the surgeon to have his 
patient return following appendectomy with the 
same complaint as he had before operation, and 
all of us have seen numerous scars on the right 
side of the abdomen which did not furnish relief. 

In the typical case of ruptured ectopic preg- 
nancy, a diagnosis should be easily reached, but I 
have had this condition two weeks following the 
rupture, with the abdominal cavity full of blood 
and a peritonitis. We find this most often in 
women who have gone several years without 
pregnancy, with a history of menstrual irregu- 
larity or spotting for the past two or three 
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months, and with dull pain in the pelvis, either 
right or left side. They are suddenly seized with 
a very severe pain, which is constant, due to the 
blood being poured out into the peritoneal cavity, 
usually with fainting spells and all evidences of 
shock. It is needless for me to dwell on this or 
to urge immediate and proper treatment. 

Now let us suppose the patient is a woman in 
her thirties, who has lived a normal life and has 
borne children, with more or less indefinite pain 
in the right side. We would have to make diag- 
nosis by way of elimination. We would first 
make pelvic examination. Remembering that the 
most frequent lesion in this type of patient is 
gall-stones, we would have a Graham test or 
coleocystography done. If there is no filling 
defect in the biliary tract, we might suspect renal 
calculi or infected kidney. Urinalysis in these 
cases may fail to give you information regarding 
lesion of the urinary tract, due, sometimes, to the 
ureter being blocked and our specimen coming 
from the other kidney. X-ray examination of 
the kidney and ureter without the ureteral 
catheter in place is not worth the effort, not men- 
tioning the expense, as 60% of ureteral stones do 
not show on X-ray, while we may have blocking 
of the ureter from a kink or stricture which 
would not show. Therefore, we always introduce 
a catheter into the kidney and in this way find 
the obstruction, if any, in the ureter and obtain 
specimen from the kidney for pus. After this a 
pyelogram should be made. Following this, if 
no trouble has been found, a fluoroscopic exami- 
nation of the stomach and duodenum should be 
made. If there-is no pelvic trouble, no lesion in 
the urinary tract, no filling defect in the gall- 
bladder, and no filling defect in the stomach and 
duodenum, we should be safe in saying that the 
lesion is intestinal, probably appendicitis. 

Without going into detail, I shall mention four 
cardinal symptoms of intestinal ‘ obstruction— 
pain, vomiting, obstinate constipation, and bor- 
borygmus—the peristalsis in some cases being 
visible, differentiating mechanical obstruction 
from paralytic ilieus, where the coils may be vis- 
ible without peristalsis. 

The diagnosis of perforated duodenal ulcer is 
usually made from history of the excruciating 
pain coming on suddenly and the patient showing 
evidence of shock. There is usually a history of 
indigestion but this is not to be relied upon. One 
must not forget that hemorrhagic pancreatitis 
might produce these symptoms. 











By careful inquiry, if the lesion is in the 
urinary tract, a history of frequent urination is 
usually obtained. The pain is more constant in 
character, as a rule, than when the lesion is in the 
abdominal viscera. It generally radiates to the 
inner surface of the thigh to the vagina or tes- 
ticle, and fist percussion over the kidney will 
often locate your lesion. 

‘A physician’s son, aged 22, was referred to me 
with diagnosis of appendicitis, this being his first 
attack. He had enjoyed good health all his life 
and was strong and robust—in fact, danced all 
the night before. He had a temperature of 104, 
which is very unusual in acute appendicitis with- 
out complications ; pain more or less general on 
the right side. On account of the high tempera- 
ture and some pus in voided specimen, I advised 
X-ray examination of the kidney and ureter and 
I wish to show you the film. You will notice 
large renal calculi, bi-lateral, and specimen of 
urine, obtained separately from kidneys, showed 
pus in both. 

Another case, man, aged 40, with negative his- 
tory, was working in field, when he was suddenly 
seized with excruciating pain in his abdomen. 
Diagnosis of appendicitis was made and the usual 
conservative treatment given him. Twenty-four 
hours later, when I saw him, he had a very rigid 
abdomen and temperature was beginning to climb. 
His leukocyte count was 11,000 with 80% polys. 
The diagnosis of perforated ulcer was made and 
operation done. We found a perforated ulcer, 
but fortunately the man’s stomach was empty 
when it perforated and had been kept empty, and 
he recovered after the operation. I want to stress 
the importance of early operation in these cases, 
for within the first six hours the mortality is low, 
but increases with tremendous rapidity until 
within twenty-four hours the mortality rate is 
at least 50%. 

Another case: man, aged 38, weight 215 
pounds, who attended a football game on Satur- 
day. When leaving the field, he was seized with 
more or less constant pain in the right iliac re- 
gion, of dull and aching character. He had dinner 
at the hotel with a party of friends, but the pain 
increased during the evening. He was seen by a 
physician on Sunday morning, after having ob- 
tained a free bowel evacuation by taking laxa- 
tives. He spent a very comfortable Sunday, but 
on Monday morning had considerable soreness 
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and muscular rigidity of the abdomen muscles on 
the right side. He was brought into the hospital, 
where we found his leukocyte count was 7500 
with 72% polys.. Urinalysis was negative. I 
asked our urologist, Dr. Lester, to make a cysto- 
scopic examination and I want to show you the 
film. You will notice that it was impossible to 
pass the ureteral catheter by an obstruction with- 
in one inch of the bladder wall. The second day 
following this examination, he introduced a 
3ougie through this obstruction and has contin- 
ued to dilate it until he is able to pass a No. 6 
ureteral catheter without difficulty. 

Some years ago I had a patient referred to 
me, aged 35, male, who had for the past few 
vears been told by several physicians or surgeons 
that he had gall-stones. There was a palpable 
mass in the gall-bladder region. Urinalysis and 
blood counts were negative. I made a diagnosis 
of gall-stones and advised operation, along with 
the others. Upon making an incision for removal 
of the gall-bladder, I found a large polycystic 
kidney, which I then had to remove through the 
abdominal incision. It would have been easier for 
me, as well as more satisfactory for the patient, 
had the diagnosis of polycystic kidney been made 
before the operation, and it could have been done 
had we not taken so much for granted and gone 
into the case in a more intelligent manner. 

Another case which I would like to mention in 
this discussion, to show vou how we may be mis- 
led unless we give our cases thorough study, is 
one which was referred to me following several 
years of abdominal symptoms and a history of 
numerous diagnoses, all centering on abdominal 
lesions. ‘The man, aged 39, who for several years 
had complained of pain in the upper abdomen 
and loss of weight—he was unable to take enough 
food to sustain his strength and weight—frequent 
attacks of pain for which he had to have hypo- 
dermics. He had been advised that he had gall- 
stones and duodenal ulcer. Physical examination 
Was negative except for a tenderness over the 
upper right quadrant, diminished knee jerks, and 
one irregular pupil. Due to the diminished knee 
jerks, and the irregular pupil, which I attributed 
to have been the result of an iritis, a clinical diag- 
nosis of tabes was made, despite the fact that 
infection was denied. A blood Wassermann was 
negative, after which a lumbar puncture was done 
and spinal fluid obtained, which showed positive 
4 plus. This man was put on tryparsamide 
weekly, and gained thirteen pounds in thirty days. 
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He was really starving to death and when he 
found that he could eat, he gained very rapidly. 

In making differential diagnoses, we must re- 
member that no one approaches 100% accuracy. 
Dr. Bevan and Dr. Sippy, working together and 
calling to their assistance the X-ray laboratory, 
clinical laboratory, pathological laboratory, and 
men in other specialties, arrived at the conclusion 
that an absolutely correct anatomic and patho- 
logic diagnosis was possible in only 80 to 90% 
of their cases. However, they considered errors 
in diagnosis where they found other lesions than 
the one for which they operated. For instance, 
if they made a diagnosis and operated on a pa- 
tient for cholecystitis and found another lesion 
of the gall-bladder, they classed that as an incor- 
rect diagnosis. The term “acute abdomen” was 
coined to cover such cases where it was impos- 
sible to make a more definite diagnosis, but where 
surgery was indicated. I do not want you to 
think that I would have you subject vour patient 
who is acutely ill to any unnecessary procedure 
to clear up the diagnosis. For instance, a patient 
in an acute attack should not be subjected to the 
Graham test, and though it is a tremendous ad- 
vantage to the surgeon, as well as a satisfaction, 
to know that correct diagnosis had been made, 
it is comforting to know that after he has opened 
an abdomen, though he did not find what he 
expected to find, that the condition which was 
found was one requiring surgery. 

This subject was presented for the purpose of 
urging that a thorough, painstaking history and 
physical examination, together with any necessary 
laboratory or X-ray examinations, be made on 
patients suffering from obscure abdominal pains, 
who place themselves under our care, as it is our 
duty as members of this profession to not only 
apply surgical treatment where indicated, but to 
protect our patients from unnecessary risks—as 
well as economic loss. And we shall have to 
admit that there is a risk attached to any abdom- 
inal surgery, no matter how simple. There is 
some risk attached to the anesthetic, besides the 
expense, loss of time, and inconvenience to the 
average individual, of hospitalization and surgery. 
Besides, I believe that if we work our cases out 
carefully and reach as far as possible a correct 
diagnosis, that we shall be able to talk to the 
patient intelligently about his condition, and be 
able to benefit him instead of having him drift 
from one to another, seeking relief from his 


ailments. 
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PYOGENIC INFECTIONS ABOUT THE 
LIVER* 
Joun R. Botine, M.D., F.A.C.S., 
Bradenton. 

In discussing this subject I am going to con- 
fine myself to localized abscess formation in the 
region of the liver other than that of the gall- 
bladder, which is the more common and easily 
recognized. On first thought, it might seem that 
I am confining myself to a narrow and rather 
rare field. Such is not the case, for although 
abscess in this region is not of every day occur- 
rence, such as we find in lower abdomen, it oc- 
curs often enough to keep us constantly alert. 

We are fully aware that pus formation in any 
part of the body is prone to cause abscess in other 
regions, either by direct extension or by way of 
lymph stream or blood stream. Thus, although 
the usual cause of abscess about the liver is with- 
in the abdomen, it is not always so. The most 
usual location of abscess about the liver is be- 
tween it and the diaphragm, where it gets the 
name subphrenic—under the diaphragm. It may 
occur to the right or left of falciform ligament, 
behind the right coronary ligament or in lesser 
peritoneal cavity, the more common site being 
behind the right coronary ligament. 

For two very definite reasons is this condition 
difficult to diagnose. One is the fact that it is 
deep-seated, being between the diaphragm and 
the large solid liver, making difficult the early 
detection of physical signs. The other is, because 
of the presence of the original infection, the liver, 
leucocytosis and continued illness is attributed to 
this and a thorough search is not made as would 
be the case if the mind of the surgeon were not 
centered on this alone. The correct diagnosis on 
this, as in many other conditions, is often missed 
because of lack of effort rather than lack of 
knowledge. 

As above stated, any pyogenic infection in the 
abdomen may cause a subphrenic abscess and it 
behooves one to be always on the watch for this 
complication. It is seen following an appendi- 
citis, perforating gastric or duodenal ulcer, ty- 
phoid or peritonitis of pyogenic form. These 
cases of peritonitis in which the primary lesion 
has been attended to, but which continue to run 
a septic temperature, possibly chills and sweats 
with leucocytosis, are the ones to suspect. The 
upper abdomen should be carefully watched for 
tenderness and dullness and X-ray made use of, 





*Read before the Midland Medical Society, Braden- 
ton, May 4, 1927. , 


for, as before stated, diagnosis is not always easy. 

The most common cause is duodenal or gastric 
ulcer. I wish to report here a case as illustration: 

April 1, 1927—W. W., a boy of 15, admitted 
to hospital complaining of pain in upper abdomen. 
Family history unimportant. Past history: we 
found that he had since the age of three, when he 
drank kerosene, complained of indigestion and 
had been always somewhat subnormal and under- 
weight. Ten days prior to admittance, he had, 
while playing, a sudden, sharp pain in epigas- 
trium. His family physician saw him at that 
time, finding him in considerable—but not excru- 
ciating—pain, abdomen soft, no rigidity, pulse 
and temperature about normal. In spite of the 
fact that his bowels had not moved in four days, 
cathartics were not given and nothing allowed by 
mouth. The following day, the boy was better, 
no pain but some tenderness, no rigidity. After 
about three more days, as the boy seemed well 
and was up and about, the physician saw him no 
more until day of operation, when he was called 
to see the boy because of pain and soreness in 
upper abdomen. At this time, the boy had tem- 
perature of 103, pulse 104, respiration 24. There 
was marked rigidity of upper abdomen in region 
of gall-bladder. He had leucocytosis of 16000 at 
this time. He was brought to the hospital and 
operation advised, the preoperative diagnosis be- 
ing abscess following ruptured ulcer, abscess of 
gall-bladder or liver. When he was anesthetized, 
a mass was definitely felt in upper abdomen just 
to right of midline. Incision made directly over 
this mass. A well walled-off, colon-odored ab- 
scess was found extending down under left lobe 
of liver, back down in region of duodenum. Pus 
was sponged out and cigarette drain inserted, 
nothing more being done. He reacted well. Two 
days later, he was given one ounce of methylene 
blue solution by mouth for diagnosis. The fol- 
lowing day the pus was of bluish hue, making 
diagnosis of duodenal perforation clear. Diag- 
nosis of this type of abscess is a great deal easier 
because there is no other infection to mislead you 
and because it pointed below the liver. 

The next case report was of a different type 
and one in which the primary lesion overshad- 
owed the liver condition making the diagnosis 
more difficult and delayed. Mrs. C. M., age 36— 
admitted to hospital with diffuse peritonitis. 
Family history negative. Past history: Typhoid 
when young girl. ‘Two children, moderate dys- 
Present illness began one week 
General abdominal pain, 


menorrhoea. 
prior to admittance. 
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nausea and vomiting, pain localized somewhat in 
lower abdomen, somewhat more on right. Pain 
on voiding. Physical examination showed an 
obese woman, a blood pressure of 110-70. Head 
and chest negative. Abdomen: marked disten- 
tion. Rigid over entire abdomen, tenderness 
somewhat more marked over right iliac. Vaginal: 
very unsatisfactory because of marked tender- 
ness, distention and obesity. ‘Temperature 100, 
pulse 90, respiration 20, urine negative. MBC 
20000, hemoglobin 70. Diagnosis: diffuse peri- 
tonitis, probably from ruptured appendix. Ochs- 
ner treatment was established. The following 
day, there was a slight jaundice, next day a little 
more marked. Calcium chloride intravenously 
was started day jaundice appeared. There was 
no localized tenderness over the gall-bladder. 
The following day the jaundice was less and there 
was localized abscess filling pelvis. Operation on 
this, fourth day after admittance. There was 
abscess filling pelvis from naval down, made up 
of many pockets of colon-odored pus. The in- 
cision was midline, care being taken not to break 
through adhesions into upper abdomen, the pelvis 
on both sides containing pockets of pus, more so 
in the region of appendix. Because of the exten- 
sive adhesions and illness of the patient, no effort 
to find or remove the appendix was made. Pus 
evacuated by suction and drainage established. 
Drainage was profuse following operation and 
fourth day fecal material appeared. For four 
weeks, she rocked along slowly, temperature 
ranging from 99 to 101, draining freely. Then 
temperature went to 102 and under gas and 
oxygen the finger was inserted into the wound 
in search of pocket. Following this there was a 
profuse discharge of pus and the temperature 
dropped. This continued for three months, the 
patient gradually gaining, but still running some 
temperature. Then she began to complain of 
pains in the right side, about the level of the tenth 
rib, a slight bulging was noted and a diagnosis of 
subphrenic abscess made. ‘This was opened be- 
tween the ribs and a large amount of colon pus 
was evacuated. Drain tubes inserted. Following 
this she improved rapidly. How long this abscess 
had been present, I do not know—possibly, or 
probably, a long time—but because she was im- 
proving, although slowly, my mind was so cen- 
tered on pockets about the wound that I did not 
find the subphrenic abscess until a late date. 

Not all infections in this region come from 
within the abdomen as the two cases I have re- 
ported. Blood stream infection may give rise to 


abscess formation above the liver or in the liver 
iself. Because of unique blood supply of liver 
and excretory ducts, it is peculiarly exposed to 
infection. The great majority of infections oc- 
cur through the portal stream, fewer through 
duct, and occasionally, through nutrient artery. 
It is of the latter type I wish to present this last 
case. 

M. M., boy, age 6—Walked into the hospital 
complaining of pain and tenderness in upper 
abdomen. Family history: negative. Past his- 
tory: usual diseases of childhood. Had had indi- 
gestion occasionally for several years. Typhoid 
inoculation one month previously. Present his- 
tory: Illness began one week previously with 
pain in upper abdomen, lasting few hours, some 
diarrhea at this time. Three days later, pain 
returned, accompanied by tenderness in upper 
abdomen. He was up and about but could not 
straighten up because of soreness. Physical ex- 
amination showed undernourished boy of poor 
color. Temperature, 101.8; pulse, 118; respira- 
tion, 28. Infected tonsils. Numerous infected 
areas on hand and forearm, resulting from bite 
of dog two weeks before. Chest negative except 
for systolic murmur. Abdomen showed no dis- 
tention. Area about 2 inches in diameter, just 
to right of midline and below sternum, appar- 
ently circumscribed mass, firm, quite tender. 
Considerable rigidity over this area. W. B. C. 
17200; hemoglobin 55. X-ray of stomach and 
duodenum, negative. No parasites or ova in stool. 
Diagnosis : liver abscess or abscess from ruptured 
duodenal or gastric ulcer. Operation revealed 
indurated area, 2% inches in diameter, standing 
out on left lobe of liver. White area size of pea 
at apex, on verge of rupturing; no adhesions. 
Abdomen carefully walled off and trocar inserted. 
Pus was too thick to remove in this manner so 
opening was made larger with forcep and about 
four ounces thick yellow pus mopped out. Two 
rubber tubes inserted into abscess and carefully 
protected from abdomen by gauze strips. Recov- 
ery was rapid and uneventful. Smears of pus 
showed staphylococci. ‘This abscess no doubt 
originated from blood stream infections, prob- 
ably from infections on arm. 

In conclusion, would state that of the three 
cases reported of the different types and sites of 
pyogenic infection about the liver, it is the second 
case that is the one that is most often confusing, 
because of the primary condition which so often 
masks the subphrenic condition. 
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HYSTERIA 
D. M. Apams, M.D., and 
J. M. Nixon, M.D., 
Panama City. 

Too many times we see a patient and tell the 
family: “Oh, he is just nervous.” Usually, 
such cases fill the purse of the charlatan, while if 
properly understood and treated, they could be 
saved untold suffering, the family saved expense, 
and anxiety, and a disorganized family brought 
back to understanding and happiness. 

This article is written with the hope that the 
doctor who is not interested in nervous or mental 
diseases will be stimulated to investigate more 
thoroughly. 

Hysteria seems to furnish one of the best ex- 
amples of inherited morbid tendency. ‘The con- 
scious and subconscious are both component parts 
of the personality, the difference being only of 
degree. 

An act at first becomes conscious and then 
subconscious in two ways—passing from the con- 
scious as the picture on the screen, and again by 
constantly stimulating the sensory centers until 
reaction becomes automatic. In the first instance, 
the conscious act passes, to be replaced by an- 
other, while the latter can be performed during 
the consciousness of other impressions or acts. 

Constant repetition of acts passing through the 
cortex produce common pathways as walking, 
thinking, etc. One sensory motor, the other sen- 
sory psychic. The degree of consciousness de- 
pends on the impressibility. Conscious impres- 
sions may come from both the external and in- 
ternal through the special senses, also from the 
organs, and are constantly pouring in, some of 
which are conscious, and some so nearly uncon- 
scious as to leave little, or no impression. 

Some individuals are hypersensitive to certain 
impulses or impressions and hypo to others, prob- 
ably depending on past experiences, or as. we 
say, perverted personality. When perceptions 
take place, physicochemical changes are occur- 
ring in definite proportions in the cerebral cortex. 
As impressions are going in, impulses are also 
coming out from the sensory centers. There 
must be an exact physicochemical balance in order 
for the personality, which is composed of all 
past impressions and experiences composing 
the sum total of both conscious and subconscious, 
to harmonize. 

In hysteria there is no active consciousness, no 
picture on the screen. Consciousness is sub- 
merged. There is no control. The physico- 


chemical balance is disturbed with two or more 
ideas trying to rise to consciousness at the same 
time, the common pathways possibly becoming 
sensitized to both sensory and motor stimulation 
producing the unusual distortion, both sensory 
and motor. 

Delirium and convulsions—one symptom dis- 
appears to be replaced by another. The symptoms 
you are familiar with, and I will not discuss, 
other than to mention the anesthesias, and their 
probable causes being due to suggestion, or prob- 
ably influenced by abnormal blood supply caused 
from disturbed nerve supply. There is no class 
of patients as susceptible to suggestion as those 
of hysteria, due to the blurred or submerged con- 
sciousness, having no will of their own. Exam- 
inations in those cases should be made with great 
care. 

To Freud must be given the credit for starting 
a school of thought which has aroused wide- 
spread interest, rejected by some and accepted 
by others, and is gaining ground rapidly with the 
profession. Freud’s doctrine requires acceptance 
of the conception of the subconscious or uncon- 
scious psychic processes. The all-important factor 
is the complex, which is capable of giving rise to 
ideas controlling the conscious train of thought. 
although the individual may not be aware of the 
nature of the complex. Also a state of mental 
conflict is set up by the presence in the mind of 
two or more opposing complexes, giving rise to a 
state of unpleasant emotional tension. 

The conflict must be settled either by the mind 
relinquishing or modifying one of the complexes. 

Treatment.—The treatment of hysteria always 
requires the removal of the patient from the con- 
dition or environment producing the symptom, 
not necessarily from home, providing the family 
is intelligent and will cooperate with the physician 
in charge and protect the patient from suggestion 
that might intensify the symptom. It is necessary 
for the physician to stimulate an attitude of con- 
fidence in the patient so that he will keep noth- 
ing from the doctor. 

The fact of releasing one’s thoughts will, in it- 
self, usually relieve some or all of the symptoms. 

It is upon this well-known fact that the ma- 
chinery of psychoanalysis is kept in motion. 

Releasing the mind of the psychic debris, with 
quiet pleasant surroundings, good wholesome 
food, plenty of fresh air, and sunshine, an 
abundance of water, is, usually, all the treat- 


ment necessary. 
(Borrowed liberally from Freud and Head.) 
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PHYSICAL EXAMINATION OF AVTA- 
TION PILOTS 

At the last meeting of the American Medical 
Association, resolutions were adopted, approving 
the medical work of the Aeronautics Branch of 
the Department of Commerce. This Department 
is requiring a careful physical examination of all 
civil pilots and prospective pilots in the aero- 
plane service. The physical status of persons 
who pilot aeroplanes cannot be too closely scru- 
tinized, for the safety of their passengers are 
entirely within their hands. The resolutions 
adopted by the American Medical Association 
were as follows: 

Wuereas, The Aeronautics Branch, Depart- 
ment of Commerce, has organized a medical serv- 
ice for the physical examinations of civil pilots 
and prospective pilots, in the interest of safety; 


and 





318 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


Wuereas, The physical standards adopted are 
in keeping with those adopted universally, and 
have reduced aircraft accidents from physical 
causes to a minimum; and 

Wuereas, The department has required these 
examinations to be made only by designated 
physicians in the interest of uniformity and con- 
trol and in accordance with the custom adopted 
for the Army and Navy and in other countries ; 
and 

Wuereas, The selection of examining physi- 
cians by the department has been based on train- 
ing as flight surgeons or its equivalent, or on 
group examinations by specialists, a high stand- 
ard of examination has resulted ; and 

Wuereas, The department requires that all 
examiners hold the degree of Doctor of Medicine, 
be licensed to practice medicine under the laws 
of their respective states, and further requires 
that the appointees be recognized as ethical practi- 
tioners in their respective localities, thereby sup- 
porting the high standards advocated by this 
Association, be it 

RESOLVED, That the American Medical As- 
sociation at its stated assembly in 1929 endorses 
the medical work of the Department of Com- 
merce, its methods of physical examination and 
its method of selection of medical examiners, and 
urges that the same high standards be continued 
and offers the support of the American Medical 
Association in furthering the specialty of avia- 
tion medicine ; and be it further 

RESOLVED, That a copy of this resolution 
be sent to the President of the United States, 
the Secretary of Commerce, and the Secretary 
of each state medical society. 





CURRENT STUDIES ON MALARIA 
CONTROL MEASURES 

An interesting summary of current malaria 
studies of the Public Health Service with special 
reference to control measures, has recently been 
prepared. Reports indicate that during the last 
three years malaria has increased both in amount 
and in severity in the Southern States. On the 
Atlantic seaboard, this increase is limited to the 
area south of North Carolina and in the Missis- 
sippi Valley south of Kentucky. Although the 
malaria rate has been steadily falling for many 
years, the reduction in 1925 was not very great 
and no apparent reduction occurred in 1926. In 
1927 there was an upward trend and in 1928 this 


became very marked. The reporting of malaria 
is so incomplete and the various measurements of 
malaria prevalence are so inadequate that only the 
trend of the disease can be indicated without be- 
ing able to give exact figures. In areas where 
malaria is well reported, the reports of physicians 
show a very large increase in. the number of 
cases ; in a number of States the death rates have 
risen sharply. A few circumscribed epidemics 
have been reported and investigated in a number 
of States. Here and there the severer forms of 
malaria have suddenly appeared. Several deaths 
from acute malaria have been reported. 

During the last two years blood examinations 
have been made in a number of places. Infection 
rates varying from a little below 8 per cent to as 
high as 45 per cent have been found in blood 
specimens taken in the spring and late fall. One 
county in a rural section gave a rate of 33 per 
cent. 

Malaria has always been heaviest in rural dis- 
tricts. Most malaria control work, however, has 
been urban. Heretofore the cost of controlling 
mosquito production in a town with a population 
of 1,000 has been about equal to the cost of 
controlling mosquito production about a single 
farm house. Rural inhabitants found this too 
expensive even to contemplate. Research in the 
field of malaria control has had, as its primary 
objective, a search for easier and less costly 
methods. 

Recently there have been improvements in the 
drugs used in the treatment of malaria. However, 
it is not necessary to wait for the general whole- 
sale use of any drug. Malaria can now be con- 
trolled in country districts by other means. 
Screens have been utilized by the well-to-do for 
years; but, because of their cost, they have not 
been put on the poorly-built farm homes or rick- 
ety tenant shacks. The problem of screening such 
homes was attacked by the Public Health Service 
with gratifying results. The rural screening 
program developed by the Service is now in effect 
in five or more States and was used in the post- 
flood public health work throughout the lower 
Mississippi Valley. 

There is another method of attack against 
malaria—the prevention of the production of the 
malaria carrying mosquito by means of Paris 
green as a larvicide. The Public Health Serv- 
ice has devised an economical method of distrib- 
uting this dust. An inexpensive gasoline-driven 
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electric generator was used. This was wired to 
a light dust gun which, in turn, is connected by a 
flexible hose to a simple dust hopper. The whole 
outfit can be carried along with an outboard motor 
in a light motor car and can be set up by one man 
in a light row boat. The dust gun creates a cloud 
of Paris green and hydrated lime, the mixture 
used having a Paris green content of 15 per cent. 
The dust drifts in the wind and is known to kill 
larvae over 600 feet distant. This method has 
been successfully used with outboard motor 
speeds of 10 to 15 miles per hour. 

One person using the above outfit and a few 
laborers with hand power knapsack dust guns 
can prevent the production of mosquitoes from 
all or nearly all of the producing areas in a coun- 
ty at a cost within the reach of most counties. 

The power duster is also in use on lakes im- 
pounded for hydroelectric purposes. Most of 
the ponds were cleared at great cost, leaving only 
a narrow rim of flotage at the shore line in which 
Anopheles production occurred. This rim of 
flotage was removed during the breeding season 
by lowering the pond level at the commencement 
of summer, thus stranding the debris and leaving 
a clean mud bank. However, this fluctuation 
soon became too wasteful of power and a com- 
pressed air-oil-mixture was substituted. Now 
the power duster still further reduces the cost of 
shore-line control. 

Still further studies to reduce the cost and 
promote the efficiency of malaria control are being 
conducted by the Public Health Service. 





STATE NEWS ITEMS 
On December 19th, the Pinellas County Medi- 
cal Society held their annual ladies’ night at the 
Yacht Club in St. Petersburg. Dr. H. C. Dozier, 
president of the Florida Medical Association, was 
the honored guest of the evening. 
a 
Dr. Wm. H. Moss of Lexington, Va., recently 
opened offices at 44 N. E. 1st Avenue, Miami. 
* * oe 
The management of the Stephenson Brace and 
Limb Company requested a statement to be made 
in this column to the effect that no practicing 
physicians are financially interested in the Com- 
pany. There seems to be a misunderstanding on 
the part of some which the management wishes 


to correct. 


Dr. and Mrs. Louie Limbaugh of Jacksonville 
announce the arrival of a son born December 
28th at the Riverside Hospital. The little boy 
has been named Miles Mixson. 

* * * 

Information has just been received that Dr. 
J. W. Hodges, who retains membership in the 
Florida Medical Association, has moved from 
Washington, D. C., to Chicago, where he is con- 
nected with the U. S. Veteran’s Bureau, 111 N. 
Canal St. 

+ 2 

Dr. F. G. Renshaw of Pensacola was recently 
honored by a banquet in celebration of his fifty 
years in the practice of medicine. 

‘+ = 

The many friends of Dr. W. B. Keating, 
formerly of Key West, now located in Miami, 
will be interested to learn of his marriage to Mrs. 
Sue Bradley Douglas of Miami, which took place 
recently. 

* * * 

Dr. and Mrs. James B. Parramore of Jackson- 
ville recently returned from a sojourn in Havana, 
Cuba. 

>K * * 

At the regular meeting of the Pinellas County 
Medical Society held November Ist, the follow- 
ing program was presented : 

“Salpingitis”—T. R. Griffin, St. Petersburg. 

“Otitis Media in Children”—N. W. Gable, 
St. Petersburg. 

* * * 

Dr. Harold O. Brown announces the opening 
of offices at 406-8-10 First National Bank Build- 
ing, Tampa. His practice will be limited to 
roentgen diagnosis and therapy. Dr. Brown is 
also continuing his office in Clearwater. 

* * * 

The State Board of Health approved the nego- 
tiations of the State Health Officer with the 
Rockefeller Foundation by which the services 
of a highly trained physician was secured as 
Director of the Bureau of Diagnostic Labora- 
tories. For this position Dr. Paul Eaton was 
recommended by Dr. W. H. Frost of the Johns 
Hopkins School of Hygiene and by the Assistant 
Surgeon General of the U. S. Public Health 
Service. This appointment will mean a great deal 
to the medical profession as well as the adminis- 
tration besides being a great relief to the present 
overworked laboratory staff at headquarters. 
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THE ORANGE COUNTY MEDICAL SO- 
CIETY NOW HEADS THE HONOR ROLL. 
THIS IS THE LARGEST COMPONENT 
SOCIETY OF THE FLORIDA MEDICAL 
ASSOCIATION HAVING 100% OF DUES 
PAID FOR 1929. 

kK 

Dr. and Mrs. W. Lee Ashton of Umatilla an- 
nounce the birth of a daughter December 6th, at 
the Orange General Hospital, Orlando. The 
little girl has heen named Anite Mae. 


ok * * 


Drs. H. A. Day and C. J. Collins of Orlando 
announce the removal of their offices to Suite 
209-212 xchange Building. 

* * x 


Dr. Gerry R. Holden of Jacksonville read a 
paper entitled “The Treatment of Fibroids” at 
the Sectional meeting of the American College 
of Surgeons in Atlanta on January 14th. 

* * ok 

Dr. A. C. Hamblin of Tampa has been added 
to the State Board of Health, Bureau of Com- 
municable Diseases. Because of an urgent re- 
quest, he has been detailed for a time to work in 
Gadsden county on hookworm and malaria con- 


trol. 
. .-s 

The Public Health Institute will be held in 
Jacksonville Monday, Tuesday and Wednesday, 
February 10-12, 1930; to be conducted by the 
National Tuberculosis Association and the Flor- 
ida Public Health Association in cooperation 
with the Florida State Board of Health. Philip 
P. Jacobs, Ph.D., of Columbia University and 
the National Tuberculosis Association, is in 
charge of the course which will consist of lec- 
tures, discussions and field trips. The Institute 
is primarily designed for lay persons interested 
in health work and for professional public health 
workers interested in the underlying theory and 
the administrative and educational phases of 
their work. Tuition for the course will be $5.00. 
A limited number of scholarships are available. 
All meetings will be held at the Mayflower Hotel, 
Jacksonville, Florida. . For blanks, information, 
etc., address + Kast Bay Street, Jacksonville, 
Florida. 


At the annual election of officers of the Hills- 
boro County Medical Society, Dr. J. Brown Far- 
rior was elected president, Dr. C. A. Andrews, 
Cowart, secretary- 
Bitzer and W. J. 


lancaster were elected censors. The following 


vice-president, Dr. J. T. 
treasurer, and Drs. Kk. W. 


members were elected delegates to attend the 
next annual meeting: Drs. N. L. Spengler, D. D. 
Martin, W. C. Blake, L. J. Mfird, KE. H. McRae 
and G. C. Bottari. 

* * * 

Dr. B. B. Sory of Lake Worth recently re- 
turned from a trip to Cincinnati. 

* * * 

The annual election of officers of the Pasco- 
Hernando-Citrus County Medical Society was 
held December 12th. Dr. T. I*. Jackson of Dade 
City was re-elected president, Dr. A. C. Coogler 
of Brooksville, vice-president, Dr. P. J. Hudson, 
Crystal River, vice-president, and Dr. G. R. 
Creekmore, Brooksville, secretary and treasurer. 
Drs. J. T. Bradshaw, L. T. Furlow and G. A. 
Dame were elected censors and Dr. L. T. Furlow, 
delegate to the next annual meeting of the Flor- 
ida Medical Association, with Dr. G. A. Dame 
as alternate. The Society voted to hold its next 
annual banquet at Hotel Hacienda, New Port 
Richey. 

* * * 

Of much interest to our members will be the 
announcement of the marriage of Miss Clara 
Johnson to Dr. Thomas Henry Wallis of Ocala. 
The marriage took place at St. Petersburg De- 
cember 24th. Dr. and Mrs. Wallis will be at 
home to their friends after January Ist at 1113 
East Ocalawaha Avenue, Ocala. 

* OK O* 

Dr. W. KE. Burnett, who has been serving for 
some months as the chief surgeon of the East 
Coast Hospital, St. Augustine, recently resigned 
to return to Philadelphia where he will be a facul- 
ty member of the Temple University. Dr. Ver- 
non Lockwood of Mansfield, Ohio, will succeed 
Dr. Burnett. 

ok * * 

At the regular meeting of the Pinellas County 
Medical Society held November 29th, the follow- 
ing program was given: 

“Radiation ‘Therapy in Pelvic Diseases’ —O. 
©. Feaster, M.D., St. Petersburg. 

“Diabetic Coma”—Louie Limbaugh, Jackson- 


ville. 
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Dr. Myron H. Farmer, formerly of Oteen, N. 
C., has opened offices at 221 Orange Avenue, 
Daytona Beach. 

* Ok OK 

A flying medical clinic will take off from 
Miami, January 24th, for a tour of Central Amer- 
ica and South American countries, in the leading 
cities of which they will hold clinics. The clinic 
staff will include six physicians of the Pan-Amer- 
ican Medical Association, headed by Dr. Wil- 
liam Sharpe of New York City. The other five 
members of the party will include Drs. Geo. W. 
Hawley of Bridgeport, Conn., Charles M. Grats, 
Fred H. Albee, and two physicians not vet 
selected. 

a 

At the annual election of officers of the Co- 
lumbia County Medical Society, held at the 
Blanche Hotel, Lake City, December 19th, Dr. 
I.. M. Anderson of Lake City was elected presi- 
dent, succeeding Dr. Herbert Caldwell, Dr. R. 
B. Harkness, vice-president, Dr. T. H. Bates, 
secretary-treasurer, and Dr. J. D. Gable was 
elected delegate to the annual meeting of the 
Association. 

eee 

The following doctors passed the examination 
of the State Board of Medical Examiners given 
at Miami November 19th and 20th, 1929, and 


have heen granted licenses : 
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Stephenson 
Brace & Limb Co. 


JACKSONVILLE, FLORIDA 


“Satisfying Service 
Promptly Rendered” 


, 


ORTHOPEDIC APPLIANCES— 
We will make for you any ortho- 
pedic appliance you need. All are 
custom built of the best quality steel 
or aluminum and leather. 


ARTIFICIAL LIMBS — We 
furnish, fit and service the Birming- 
ham Artificial Limb which is guar- 
anteed for 3 years and backed by 33 


years constant improvements. 


We offer you a service second 
to none in the South 


JACKSONVILLE, FLORIDA 
111 Florida Avenue 


Telephone 3-0317 
OR 
7-1448 (Medical Exchange Telephone) 














322 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


Le 


Dr. W. B. Keating of Key West has located 


in Miami. 
* ok x 


Drs. C. E. Tumlin, W. H. Ellis and W. M. 
Goodson announce the removal of their offices 
from 203 Townley Building to 315 Olympia 
Suilding, Miami. 

* * * 

The Palm Beach County Medical Society re- 
cently held its annual election of officers, which 
resulted as follows: Dr. V. D. Stone, president, 
Dr. Lloyd J. Netto, vice-president, Dr. R. Gay- 
lord Lewis, secretary, and Dr. Grace FE. Papot, 
treasurer. 

* * * 

Dr. and Mrs. M. P. DeBoe of Miami spent the 

holidays visiting relatives in Kev West. 
* * * 

Dr. and Mrs. W. D. Webb of St. Augustine 
are located in the Aleazar Hotel for the Winter. 
.. 9 

Dr. Hubert O. Thompson, formerly of Tampa, 
has recently moved to Tulsa, Oklahoma. His 
address is 1389 EF. 27th St. 

* * * 

Dr. W. B. Ryan, Jr., of Columbus, Ohio, re- 
cently opened offices in the Huntington Building, 
Miami. 

x * * 

In the future, the State Board of Health is 
considering free antirabic treatments, in which 
case no treatment will be sent unless the name, 
age, and sex of the patient is given by the attend- 
ing physician, when treatment is ordered. For 
more details see the February issue of the Florida 
Health Notes. 

e * * 

To get the real facts on this important subject, 
do not fail to look for the special color supple- 
ment in the Journal of the American Medical 
Association for January 18. In the meantime, 
please see the Mead Johnson announcement in 
this issue also, entitled “The True Story of 


Acterol.” 





WANTED, to buy at once a used microscope in 
first-class condition. Answer Box 81, Jacksonville. 


WANTED. X-ray and Laboratory technician, 
employed at present, desires change in location. 
Four years’ experience. Qualified in all X-ray and 
laboratory technique, also basal metabolism. Col- 
lege graduate. A-1 references. G. H., care Florida 
Medical Association, Box 81, Jacksonville. 











As a General Antiseptic 
IN PLACE OF 


TINCTURE OF IODINE 


Try 
MERCUROCHROME—220 SOLUBLE 


(Dibrom-Oxymercuri-Fluorescein' 
2% SOLUTION 


It stains, it penetrates 
and it furnishes a de- 
posit of the germicidal 
agent in the desired 
field. 


It does not burn, irri- 
tate or injure tissue in 
any way. 


Hynson, Westcott & Dunning 
BALTIMORE, MD. 





























THE ATLANTA 
NEUROLOGICAL | 
HOSPITAL | 


4070 Peachtree Road 
ATLANTA, GA. 


Maintaining the Highest Standards 
and stands for all that is best in the 
Diagnosis and Treatment of Nervous 
Disorders. Located adjoining the 
Capital City Country Club in the 
most beautiful residential section of 
Atlanta. No Lunatics accepted. 


NEWDIGATE M. OWENSBY, M. D. 
Medical Director 

1210 Medical Arts Building | 
ATLANTA, GA. 
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J. K. ATTWOOD, Pharmacist 


Wade Bldg., 1022 Park Street, 
JACKSONVILLE, FLORIDA. 


BIOLOGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 


Out-of-town Orders Shipped by Return Mail 


| DRUG ADDICTS 


Drug and Alcoholic patients are h ly and 

fully treated in Glenwood Park Sanitarium, Greensboro, 
N. C.; reprints of articles mailed upon request. Address 
| W.C. Ashworth, M.D., Owner, Greensboro, N. C. 


























SITUATIONS WANTED 


Salaried Appointments for Class A physicians in all 
branches of the Medical Profession. Let us put you 
in touch with the best man for your opening. Our 
nation-wide connections enable us to give superior 
service. Aznoe’s National Physicians’ Exchange, 30 
North Michigan, Chicago. Established 1896. Member 
The Chicago Association of Commerce. 
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THE 
TULANE UNIVERSITY OF LOUISIANA 
Graduate School of Medicine 
Approved by the Council on Medical Educa- | 
tion of the A. M. A. 
Post-graduate instruction offered in all | 
branches of medicine. Courses leading to a | 
higher degree have also been instituted. 


A bulletin furnishing detailed information 
may be obtained upon application to the 
DEAN, 


Graduate School of Medicine, 
1551 Canal Street, New Orleans, La. 




















LET US COLLECT YOUR 
SLOW ACCOUNTS FOR YOU. 





COMMISSIONS AS LOW AS 25%. NO OTHER CHARGES. 


Endorsed by American Medical Association and State 
Societies. References: Bradstreets; Chamber of Cem- 
merce; Commerce Trust Co. or publishers of this journal. 

Satisfied clients everywhere 
SEND FOR LIST BLANKS 


Physicians & Surgeons Adjusting Association 
RAILWAY EXCHANGE BUILDING, KANSAS CITY, MO. 














AMBULANCE DIRECTORY 





CAREY HAND 
32-36 Pine Street, 


ORLANDO, FLORIDA 
Telephone 4381 


MARCUS CONANT COMPANY 
A. W. RUUS, President 
JACKSONVILLE, FLORIDA 
Telephones: 5-0010 and 5-0011 





J. W. WILHELM FUNERAL HOME 


145 Eighth Street, North 


ST. PETERSBURG, FLORIDA 
Telephone 8181 


MOULTON & KYLE 
13 West Union Street 


JACKSONVILLE, FLORIDA 
Telephone 5-0186 








COMBS FUNERAL HOMES 


Ambulance Service 


Phone 32101 Phone 52101 
MIAMI, FLORIDA MIAMI BEACH, FLA. 





FERGUSON UNDERTAKING CO. 


1201 South Olive 
WEST PALM BEACH, FLA. 
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TUBERCULOSIS ABSTRACTS 
A REVIEW FOR PHYSICIANS 
ISSUED MONTHLY BY THE NATIONAL TUBERCU- 
LOSIS ASSOCIATION 

ODERN plans for curbing the spread of tu- 

berculosis consist of a combination of med- 
ical and social measures, which aim (a) to pre- 
-vent infection and (b) to inhibit the development 
of actual disease, once infection has taken place. 
The techniques employed for achieving these 
aims vary in actual practice according to the 
viewpoints of the several workers and the pecu- 
liar situations of their communities. W. Bolton 
Tomson, M.D., in a recent book, “Some Methods 


for the Prevention of ‘Tuberculosis,’ describes 





In the United States, preventoria provide protection for 
tuberculous children. 


several outstanding measures employed in uro- 
pean countries, which illustrate various emphases 
on details of method. 
FRANCE 

Professor Grancher realized the possibilities of 
separating the newborn from its tuberculous 
mother, and, as the result of his labor, the 
CEuvre Grancher, a society for protecting chil- 
dren against tuberculosis, was established in 1903 
and received governmental endorsement two 
years later. It arranges “for children from 
three to ten years of age who are not iniectious to 
be placed out in country districts, where they are 
educated and stay until they are thirteen years of 
age.’ Over 2,500 children have been cared for, 
and during a period of over 17 vears only 7 cases 
of tuberculosis were registered. The average cost 
per child is about one-sixth the cost of healing a 
tuberculosis patient in a sanatorium. 

Another society, the Placement Familial des 
Tout-Petits, deals with children from birth. The 

(Continued on page 326) 











DR. RANDOLPH’S SANITARIUM 
JACKSONVILLE, FLORIDA 
For the Care and Treatment 
of a Limited Number of Selected Cases of 
NERVOUS and MENTAL DISEASES 


Delightfully located 5 miles from the heart of 
Jacksonville on a winding, tree-arched country 
road overlooking beautiful Ortega River. 

Large corner rooms, with and without private 
bath, comfortably furnished to emphasize the home 
atmosphere. 

Personal, individual attention to each patient by 
a specialist with twenty-five years’. experience in 
nervous and mental diseases. 

Address communications to: 
Dr. James H. Randolph, 323 St. James Bldg., 
Jacksonville, Florida. Phone 5-4662 











upporting Garments 


Comfort 
and Support 
with New 
Inner Pad Belt 


Where scientific abdominal 
uplift and support are desired, 
this new Camp Inner Pad Belt 
(Model No. 913) serves admi- 
tably. Wi.h the Patented 
Adjustment attached directly 
to the sofc inner pad, the bel: 
provides for correct upward 
and backward support. This 
Adjustment makes manipula- 
tion easy and a stronger pull 
possible. The outer elastic 
section controls extra adipose 
tissue. The Inner Pad Belt in- 
sures*maximum comfort with 
proper support. Dealers stock- 
ing these items add a service 
which customers will appreci- 
ate...and, at the same time, 
increase profit possibilities. 
Sold by surgical houses and the 
better drug stores. 











Write for our Physicians’ Manual ‘ 


o] 
Ss. H. CAMP AND COMPANY 1 
= ata Sere, CIA ae 
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SA 
59 E. Madison St. 252 Regent St.,W. 330 Fifth Ave. j 
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BOTH 


Vitamins 
Definitely 
Measured 


— 
| 
| 
| 


How can vitamins 
be “measured?” What is 
meant by “standardized” 
when applied to Cod-liver 
Oil? Here, briefly, is the 
method followed in determ- 
ining the vitamin content 
of Parke-Davis Standardized Cod-liver Oil: 

To test for vitamin A potency the oil is given 
orally to young albino rats which have been fed 
on a diet free from vitamin A, We ascertain 
how. much oil is needed daily to correct the 
induced typical eye condition (xerophthalmia) 
and to institute a specified rate of growth. The 
daily minimum amount of oil required 
to bring about this change constitutes 
one vitamin A unit. 

Every lot of Parke-Davis Standard- 
ized Cod-liver Oil must contain not less 
than 13,500 units of vitamin A in each 














In determining vitamin D potency we 
use our quantitative adaptation of the 
“line test” technique of McCollum, 
Simmonds, Shipley, and Park. The 
oil is fed to young rats in which rickets 
has been induced. We measure the 
minimum amount of oil required per day over a 
period of ten days to initiate recalcification in 
the leg bones. This amount represents one 
vitamin D unit. Each fluid ounce of Parke- 
Davis Standardized Cod-liver Oil contains not 
less than 3000 vitamin D units. 


PAR KE - DAVIS 
STANDARDIZED 


fluid ounce. COD-LIV 








Illustrating ‘Sine Test” method of standardizing Vitamin D content. 
At left, the leg bone of a rachitic rat showing induced decalcification 


area{X}. At right, healing has begun, as evidenced 
by initiation of recalcification at dark line {Y}. 


Parke, Davis & Company was the first 
commercial laboratory to assay Cod-liver Oil 
for both vitamins A and D. Parke-Davis 
Standardized Cod-liver Oil is backed by years 
of research work in various phases of nutrition 
chemistry. Quite aside from its vitamin 
richness, this product has other dis- 
tinguishing features which will appeal 
to you. It is clear, bland, and as nearly 
tasteless -and odorless as a pure Cod- 
liver Oil can be. May we suggest that 
in prescribing Cod-liver Oil for your 
patients you specify the Parke-Davis 
product? 

Send for stock package 
To any physician who is personally unacquainted 


with Parke-Davis Standardized Cod-liver Oil we 
will gladly send a 4-ounce bottle for free trial. 





PARKE, DAVIS & COMPANY 
DETROIT, MICHIGAN 
NEW YORK KANSAS CITY CHICAGO BALTIMORE NEW ORLEANS 


ST. LOUIS MINNEAPOLIS SEATTLE 
In Canada: WALKERVILLE MONTREAL WINNIPEG 


PARKE-DAVIS STANDARDIZED 


COD-LIVER OIL 
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newborn baby is isolated temporarily in a creche, 
or baby ward, for observation, then cared for at 
a Maternity Clinic for about three years, after 
which he is boarded out in a peasant family free 
from tuberculosis. Separation between mother 
and child is complete, excepting in rare instances 
where breast feeding seems essential. The mother 
is induced to give up her baby by kindly persua- 
sion, but the surrender must be complete for a 
period of not less than two years. Parents may 
make four visits to the child during the year. 
The foster parents are supplied with the infant's 
clothing, a cradle and a perambulator. They are 
bound by definite rules to care for the child as 
specified by the association and to bring the child 
periodically to the Centre for observation. The 
1927 report of this society states that of the 434 
children dealt with, there were 19 deaths, only 
one of which was due to tuberculosis. 


BELGIUM 


The Belgian National League against Tuber- 
culosis operates on principles similar to those em- 
ployed in France. It receives financial aid from 
the government, municipalities, private donations, 
fetes, etc., and allots grants to its several branches 
on a per day, per child scale. Out of 3,000 chil- 
dren dealt with, only one has died from tubercu- 
losis. As in France, many of the children placed 
in foster homes decided to remain in the locality 
of their adoption on reaching maturity. 


SWITZERLAND 


In Switzerland, the emphasis is on sanatoria 
and on preventoria. A federal subsidy helps to 
finance the plan of placing children in preven- 
toria, and allotments are made to the institutions 
on a per child, per day basis. The results appear 
to be not so glowing as those reported from 
France and Belgium. For example, a study was 
made (terminating in 1923) of 323 patients from 
3 to 25 years of age who had been inmates of the 
Sanatorium de Wald at Zurich: 

Of 195 cases of mild severity, 8.7% had died. 
Of 31 cases of medium severity, 42.0% had died. 
Of 97 cases with severe lesions, 85.5% had died. 

Deep-rooted tradition, misplaced parental af- 
fection, and the absence of compulsory laws are 
said to make it difficult to secure proper care for 
children of tuberculosis parents before it is too 
late. Recently, however, most people are realiz- 

(Continued on page 328) 
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Surgical Unit in their operating room 
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hen Ultraviolet 
is indicated_ 


6 unfortunate part of the widespread publicity 
that ultraviolet radiation has enjoyed is that it 
has unwittingly impressed many with the idea that 
this form of energy is a panacea for human ills. 


Because of this situation many physicians have become 
lukewarm on the subject of ultraviolet therapy. But they 
fail to appreciate the fact that the public is quickly learn- 
ing the folly of self-treatment for any abnormal condition. 
The physician is still the only recognized authority who 
can determine whether ultraviolet is indicated or contra- 
indicated in a given condition, and what constitutes cor- 
rect dosage. For those reasons, the thinking man still turns 
to his physician for advice and treatment based on a 
knowledge of what medical science has established. 


Are you equipped for ultraviolet therapy? May we tell 
you about the most powerful source known for artificially 
produced ultraviolet radiations, to the exclusion of infra- 
red? In other words, ultraviolet radiation for ultraviolet 
therapy. 

Victor Quartz Lamps are designed for use by the medical 
profession exelusively. They are so powerful in ultraviolet 
output that promiscuous use of them would be dangerous. 
A given dosage is administered in a small fraction of the 
time required with other types of apparatus. Thus, not 
only is the physician’s time and that of his patient con- 
served, but the opportunity of accomplishing desired 
clinical results is greatly enhanced. 


There is a goodly number of models of the Victor 
Quartz Lamp. Send for our new complete catalog, which 
will help you in making a selection of the outfit best suited 
to your particular requirements. 


ATLANTA: 155 Forrest Ave., N.E. 
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ing the significance of Grancher’s principle, and 
the demand for preventorium care is rapidly in- 
creasing. 


NORWAY 


A Tuberculosis Act, passed in 1900, makes the 
notification of all cases compulsory. The doctor 
in charge is obligated to instruct the patient and 
to enforce the recommended precautions. Ii the 
patient is recalcitrant, he may be sent to a ‘Home 
for Consumptives,” which is done particularly in 
cases where children are endangered, though the 
law does not yet permit the forcible separation of 
husband from wife. Each town and parish has 
its Tuberculosis Committee, responsible to a Cen- 
tral Tuberculosis Committee for the whole king- 
dom. Poor children of tuberculous parents are 
also placed in homes and institutions, in which 
case two-fifths of the cost is borne by the state, 
while the county and town in which they live bear 
the remainder. When the Tuberculosis Act was 
first enacted, no institution existed for isolating 
adult cases. The Norwegian Women’s Health 
Association then collected funds and established. 
in 1903, a “Nursing Home for Tuberculosis” 
near Oslo, which has been followed by the estab- 
lishment of 100 similar homes with a total 
about 2,000 beds. Also, a special Home was 
opened for infants of tuberculous families, 
This is, in effect, 


many 
of whom are received at birth. 
the Grancher system, except that children are 
institutionalized instead of placed in private 
Other devices, such as open air schools 
At present, 


homes. 
as we know them, are also in use. 
an effort is being made to improve housing con- 
ditions for, as the author says, the infection may 
be minimized by dilution to those who live in 
daily contact with an infecting agent. 


SWEDEN 


The system in Sweden is essentfally like that 
of Norway. An excellent demonstration was re- 
cently completed. It began in 1904 in a poor 
district of medium size, situated in a remote spot 
inhabited by a comparatively stationary popula- 
tion and infested with tuberculosis. Surrounding 
districts of similar type served as controls. 
demonstration centered around a building serving 
as general headquarters, as well as a Cottage Hos- 
pital and Children’s Home. In the twenty years’ 
period, tuberculosis morbidity was reduced 33% 
and the mortality 28%, whereas practically no 

(Continued on page 330) 
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Brawner’s Sanitarium 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital wita special lab- 
oratory facilities for the study and treatment of early 
cases. Also a department for the treatment of drug 
and alcoholic addictions. 

The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 
Smyrna, Ga. The grounds comprise 80 acres. The 
buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 79 Forrest Ave., 
Atlanta, Ga. 

DR. JAS. N. BRAWNER, Medical Directo: 

DR: ALBERT F. BRAWNER, Resident ar 
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As every physician knows, ordinary everyday hun- 
ger has a way of complicating the diabetic diet 
problem. The memories of patients are notori- 
ously short—and it is often easy to forget the diet 
when the appetite craves something “good to eat”! 

Knox Sparkling Gelatine has the double 
faculty of providing dishes that are “good to 
eat” —and also dietetically correct for diabetics. 

Knox Gelatine, being real gelatine —free 
from sugar, coloring and ready-prepared flavor- 
ing —combines delightfully with the foods most 
commonly prescribed for diabetics: eggs, cream, 
meat, fish, vegetables and fruits. Moreover, it 
multiplies the forms in which these foods may 
be presented, bringing to the diabetic menu a 
tempting variety that will please the most jaded 
appetite. 

May we send you the recipes contained in the 
Diabetic Recipe Book, prepared by an eminent 
dietitian? If you will clip the coupon below we 
shall be glad to send you this book by early mail. 
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reductions were noted in morbidity or mortality 
in the control areas. 


ENGLAND 


In England, prominence is given to the view 
that infection may be prevented from developing 
into serious disease by raising the bodily resist- 
ance and by diminishing the strength or sizes of 








Model cottages occupied by ex-patients employed by 
Papworth Industries. 


the infecting doses. Tuberculosis Village Settle- 
ments, such as Papworth at Cambridgeshire and 
Preston Hall at Aylesford, have demonstrated 
the feasibility of the idea. Papworth, established 
in 1916, is a colony or village settlement for tu- 
berculous cases in the arrested or quiescent stage. 
The underlying idea is voluntary segregation. 
Training in some trade or craft is given while the 
colonist is under treatment or medical observa- 
tion. Remunerative employment is offered, 
which enables the colonist to earn part of his in- 
come, the remainder being provided by the state 
as a subsidy. The colony provides at all times 
medical supervision and hospital facilities. Some 
of the colonists settle down with their families 
and remain for life. Thus, such a scheme pro- 
vides medical care, remunerative occupation, and 
an optimistic atmosphere ; the entire family may 
be supervised and the general public is protected. 


In all countries, of course, general measures, 
such as education of the public, sanitary regula- 
tions, the encouragement of better living stan- 
dards, etc., are not neglected. In the United 
States, the drastic method of separating children 
from their families is not acceptable, the develop- 
ment of colonies is in its infancy, and mandatory 


laws are not popular. 


(This review secured by the Florida Public Health 
Association from the National Tuberculosis Association). 
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